Every German resident is taught in gynaecological surgery. Nevertheless, a huge discrepancy of surgical skills among participants at the end of the residency can be observed. Gynaecological surgery is part of the 5 year residency in obstetrics and gynaecology. The mandatory residency objectives are defined by the German Medical Association. A provided log book is mandatory to record achievements. The surgical focus of this training is on performing minor operations under supervision, e.g. curettings, LLETZ or laparoscopy, as well as the assistance in more complex operations. As residents still feel unprepared for clinical practice at the completion of a residency, a teaching curriculum with skill training and assessment is highly desirable. At the Department of Obstetrics and Gynaecology at Freiburg University Hospital, Germany, a post-graduate seminar is held every week by senior consultants to impart all aspects of gynaecology to the residents of the University hospital as well as surrounding hospitals. Theoretical lessons alternate with tutorials about e.g. colposcopy, operative vaginal delivery, ultrasound or laparoscopy. Laparoscopy is trained in a skills lab under supervision of an experienced laparascopist. Video supported teaching includes all aspects of laparoscopy, from the use of a verres needel to the techniques of a LAVH. Each seminar unit closes with a formal skills assessment. Gynaecological operations are performed as teaching operations whenever possible. This system of postgraduate training seems to motivate and improve skills of future gynaecological surgeons.
and the case culminated in an intrauterine gravidity. In 16 cases in group IIb (n=99 (42%)), EP remained the final diagnosis although spontaneous abortion could not be ruled out. In 17 cases of asymptomatic patients, initial beta-hCG level was between 2000 IU/ l and 2500 IU/l, of which 29.4% (n=5) was managed expectantly with success. Expectant management was the policy in 36 cases with an initial beta-hCG >2500, of which two cases were successful (5.6%). Conclusion: Initial beta-hCG cut-off can safely be raised to 2500 IU/l, for accepting expectant management in asymptomatic patients. Both intervention groups (group I and IIa) had a comparable number of cases with acute presentation and complication rate. By raising the beta-hCG cut-off to 2500 IU/l we have safely prevented unnecessary surgery in 29.4% of the asymptomatic patients with an initial betahCG level between 2000-2500 IU/l. The pathophysiology of adhesion formation has traditionally been considered as a local process occurring between two opposing lesions. We developed in Leuven a new concept of adhesion formation, this concept is that the entire peritoneal cavity is a cofactor in adhesion formation, and that this is quantitatively the most important aspect. This new concept was derived from animal models, especially the development of a laparoscopic mouse model, which has been fully characterized by now, has been important in demonstrating that factors from the peritoneal cavity can enhance 4 to 10 times adhesion formation following surgery. Deleterious factors identified today are mesothelial hypoxia, mesothelial hyperoxia, dessication, and mechanical trauma. The effect of each of these deleterious factors is greatly attenuated when the temperature is lower. The mechanism involved is understood as follows. The mesothelial cells are normally large flat cells covering the entire peritoneal cavity. It was demonstrated that when 'traumatized' these large flat cells retract and bulge thus exposing between them directly the extracellular matrix. A key observation was that these cells are more resistant to damage at lower temperatures. Finally we demonstrated that with peritoneal cavity conditioning (cooling, adding 4% of oxygen and preventing dessication) surgery adhesions can be decreased by some 75%. Combining conditioning during surgery with a local barrier after surgery adhesions decrease by over 90%. The possibility to continue and develop this research in humans was hampered by the lack of a device permitting conditioning during surgery and until now only the effect of decreased CO2 resorbtion when 4% of oxygen is added to the CO2 pneumoperitoneum has been confirmed in the human indirectly supporting the findings of the animal models and thus the hypothesis of mesothelial retraction and bulging thus exposing the extracellular matrix following mesothelial hypoxia. In collaboration with the engineers, we developed a prototype of a conditioning device and for the first time we "translate" the new adhesion prevention concept from the animals to the humans. Our early data confirm our concept of the entire peritoneal cavity as the most important factor in adhesion formation and confirm the feasibility of the conditioning adhesion prevention in humans. Objective: In the present study we compared the effectiveness and safety of harmonic scalpel versus electrosurgery to reduce blood loss during laparoscopic myomectomy. Methods: A prospective randomized controlled study was based on 160 pre-menopausal women operated for symptomatic uterine leiomyomata, assigned in two treatment groups, based on the utilisation of electrosurgery devices with a vasoconstrictive solution (Group A) or harmonic scalpel (Group B). The global operative time, the time of enucleation of myoma and for suturing uterine wall defects, the degree of surgical difficulty and intraoperative blood loss were recorded. Results: The hospital stay and the degree of pain 24 hrs after surgery were significantly (P<0.0001) lower in patients in whom the harmonic scalpel was used. The degree of surgical difficulty did not differ, but the global operative time was significantly (P=0.02) shorter in the harmonic scalpel group. Conclusions: The use of the harmonic scalpel for laparoscopic myomectomy is associated with a low total operative time, intraoperative blood loss and, post-operative pain, without increasing surgical difficulty.
JP1_07
Endometrial preparation before operative hysteroscopy in pre-menopausal women: a prospective, randomized, double-blind, placebo controlled evaluation of oral administration of nomegestrol acetate A. Imperatore Results: Patients treated with oral nomegestrol acetate had a significantly (P<0.001) reduction in endometrial thickness compared to placebo group, both after 10 and 30 days of treatment. Moreover, the incidence of bleeding at operative hysteroscopy was significantly (P<0.01) lower in women treated with nomegestrol acetate, and the surgeon satisfaction in terms of endometrial thinning and preparation was greater than in the placebo group. Conclusions: Oral nomegestrol acetate provides a fast, low-cost, and satisfactory preparation of the endometrium for operative hysteroscopy.
JP1_08
Additional optical feedback in a virtual reality trainer: Is it a surrogate for haptic feedback? E. Background: Despite paramount research on the validity of various training systems, comparative research on specific features of simulators is lacking. The aim of this study was to establish the effect of naturally present haptic feedback and additional optical feedback on laparoscopic skills training. Design: In a randomized controlled trial 50 novices were randomly assigned for 20 minutes training on one of the four training setups or for a control group (receiving no training). Training setups were a conventional VR environment (VR-I), a VR trainer with additional optical feedback (VR-II), the box trainer equivalent of VR-I (Box-I), and the box trainer equivalent of VR-II (Box-II). In each setup, the same laparoscopic task was used: piling up three cylinders. A force and hand-eye coordination requiring rubber band task was performed in a laparoscopic box trainer, as pre-and post-test. The differences between pre-and post-test results were established, taking time, path length, and depth perception into account.
VR-I n=10

Box-II n=10
Control n=10
Box-I n=10
VR-II n=10
Pre-test
Post-test
Results: The controls did not improve significantly in time, path length and depth perception. The VR-I group improved in time only, while VR-II and both box trainers groups also improved in economy of movement parameters.
Conclusion:
The addition of supplementary optical feedback in VR is a promising surrogate for natural haptic feedback as present in physical box trainers.
JP1_09
Electromyographic and urodynamic study before and after tot prothesic surgery of stress incontinence S. Caruso*, S. Bandiera*, S. Cianci*, M.G. Matarazzo*, G. Objective: To study the urethral neuromuscular function by electromyography and urodynamic exams, before and after TOT (Transobturatory-tape) prosthesis surgery, in women with urodynamic stress incontinence (USI). Study design: Urethral electromyography (EMG) data were obtained from 10 women with USI by: urogynecologic examination-to investigate USI risk factors and to value the possible abnormal urethral mobility. urodynamic examination-to value the pressure limits of stress incontinence; electromyography examination-performed by 25 mm concentric needle that was put in as far as 5 mm inside internal urethral sphincter, because of the highest concentration of stripped muscular fibres; EMG data were obtained with caught, stress and rest tests. Results: Before surgery 9 women had EMG data compatible with denervation/renervation nervous damage (tension >300 µV in comparison with normal tension values ) in all records, and 1 woman had EMG data compatible with myogen damage (tension <100 µV in comparison with normal tension values). After TOT prosthesis surgery, the EMG data were lower than before the treatment.
Conclusions:
The EMG is a particular exam to study in deep the causes of urinary incontinence helpful to identify basis disorders of USI: the cause of this pathology is not only due to lapse support and suspension urethral structures, estimated during urogynecological examination, but also the consequence of myogen damage of urethral sphincter due to denervation and its following renervation. The TOT prosthesis surgery is a modern surgical technique that by sub-urethral sling application through trans-obturatory foramen has good results. Women with USI undergoing TOT surgery have poorer urethral neuromuscolar dysfunction than before treatment.
JP1_10
Urethral sphincter electromyography in women with stress incontinence S. Caruso*, M.G. Matarazzo*, S. Cianci*, S. Bandiera*, G. Alagona
The study values, through electromyography (EMG), the stripped urethral sphyncter activity in women with stress incontinence (USI) To study the urethral neuromuscular function by electromyography and urodynamic exams, in women with stress incontinence (USI). Pregnancy rates and repeated ectopic pregnancy rates were analyzed up to 5 years after the diagnosis and surgical treatment of ectopic pregnancy. Our results showed that the term pregnancy rates were not significantly different following radical or conservative surgical treatments for ectopic pregnancy (36% in the conservative group compared with 33% in the radical group). But equally important, the risk of a further ectopic was not increased in the conservative surgery group (3% either after salpingostomy or salpingectomy). The incidence of intrauterine pregnancy rate (term pregnancy + miscarriage) was also similar. Multivariate regression analysis showed that the factors associated with higher fertility were age (less than 30 years), past history of term pregnancy and a negative history of infertility (P<0.05).
In conclusion no significant difference in intrauterine pregnancy or repeated ectopic pregnancy rates were found after radical or conservative surgical treatment for tubal pregnancy. A possible explanation of such results could be that salpingectomy is genereally choosen in cases of severely damaged fallopian tube or recurrent ectopic pregnancy in the same tube. Patient's age, previous obstetric performance and a history of infertility significantly influenced fertility after surgery for ectopic pregnancy.
JP1_14
The Endometriosis is defined as the presence of endometrial-like glandular epithelium and stroma in ectopic locations. It is generally regarded as a benign condition, even if it shows some characteristics reminiscent of malignancy such as development of local and distant foci, attachment to and invasion of other tissues, subsequent damage to the target organs. Malignant epithelial tumours of the ovary account for 90% of all malignant disease of the ovary. One of the pathogenetic theories about the origin of ovarian cancer involves retrograde menstruation and the development of endometriosis. The malignant change of endometriosis (ectopic endometrium) would occur with the same modalities of the eutopic endometrium. Moreover the epidemiology of endometriosis and ovarian cancer is similar. In fact, tubal sterilization and hysterectomy, for example, have a protective effect on the incidence of both the pathologies. This finding could be explained by the prevention of the possible damages caused by retrograde menstruation. Oral contraceptives, pregnancy, lactation, by reducing or stopping the menstrual blood flow, also decrease or stop retrograde menstruation. Criteria according Sampson and Scott to identify ovarian malignant tumors raised from endometriosis are: clear evidence of endometriosis close to the tumor, the carcinoma must be seen to arise in endometriosis, and not to be invading it from some other sources, presence of tissue resembling endometrial stroma surrounding characteristic glands, morphological continuity between benign and malignant epithelium within endometriosis. According to these very strict criteria, the prevalence of ovarian cancer in endometriosis is 0.9%. Clear cell and endometrioid carcinomas are the malignancies most commonly seen in ovaries containing endometriosis, accounting for almost 80% of all cases. Results: There were no recurrences during the study period. The comparison of patients before surgery and controls showed a statistically significant impairment of QSL in patients with RVE.
Patients after surgery had a statistically significant improvement of the QSL. There were no statistically significant differences between controls and patients after surgery, showing a normalization of the QSL after surgery. Conclusions: Patients with RVE and SDD have an impairment of QSL which improves to normality after 4-6 months after surgery.
JP2_03
Value of three-dimensional ultrasonography for diagnosing of rectovaginal septal endometriosis P. Endometriosis is a chronic disease affecting many women in reproductive age. In many cases the diagnosis is delayed after many years of pain and unsuccessful clinical investigations. Aim of our study was to evaluate the diagnostic performance (accuracy, sensitivity, specificity, positive and negative predictive value) of clinical symptoms, bimanual pelvic examination and conventional transvaginal sonography (TVS) in the detection of retrocervical and/ or rectovaginal endometriosis. Three hundred patients with surgical diagnosis of endometriosis entered the evaluation. The patients with surgical diagnosis of endometriosis were divided in 2 groups on the basis of the surgical staging: with or without deep infiltrating endometriosis of the cul de-sac and of the rectovaginal septum. Before surgery, all patients filled in a pain questionnaire, underwent bimanual vaginal examination and TVS. Their diagnostic perfor-mance (accuracy, sensitivity, specificity, positive and negative predictive value) for predicting retrocervical and/or rectovaginal endometriosis were assessed. Multiple logistic regression analysis to select the best combination of these parameters for predicting posterior DIE was calculated. Our results suggest that bimanual pelvic examination showed a high accuracy, sensitivity and specificity in the diagnosis of DIE. A thorough evaluation of symptoms and signs allowed the diagnosis of posterior DIE in the majority of cases before surgery.
JP2_06
Dysmenorrhoea after cesarean section. Not always endometriosis N. Molin Pradel, G. Maricosu, G.B. Melis, S. Angioni Department of Obstetrics and Gynaecology, University of Cagliari, Cagliari, Italy
Dysmenorrhoea is common, and in up to 20% of women it may be severe enough to interfere with daily activities. Dysmenorrhoea may begin soon after the menarche, after which it often improves with age, or it may originate later in life after the onset of an underlying causative condition. We describe a case of secondary dysmenorrhoea after caesarean section. A 39 years old women referred to our attention after two years of menstrual pain. She reported two caesarean sections. Instrumental controls (transvaginal ultrasound and MRI), blood tests and CA125 were normal. Since her symptoms persisted after medical treatment she underwent a diagnostic laparoscopy. The surgical examination of the pelvis evidenced the absence of endometriosis lesions and the presence of post obstetric surgery strong adhesions between the uterus and the anterior abdominal wall. The anterior part of the uterus until its fundus was stucked to the abdomen. Cold knife adhesiolysis was performed and anti-adherence device (Hyalobarrier) was used to prevent the recurrence. This case suggest that the occurrence of secondary dysmenorrhoea after uterine surgeries could be related even to the fixation of the uterus to the abdominal wall not only to endometriosis.
JP2_07
Prevalence of DIE in patients with ovarian endometrioma I. Arena, S. Pirarba, S. Sanna, E. Stochino-Loi, S. Angioni, G.B. Melis Dept. of Gynaecology and Obstetrics, University of Cagliari, Italy
Three types of endometriosis have been described: peritoneal, endometrioma and deep infiltrating endometriosis (DIE). Aim of our study was to investigate the role of endometrioma as a marker of DIE. 822 consecutive surgical reports of patients with endometriosis have been collected and the association of the presence of endometrioma(s) with DIE has been detailed. 254 patients had ovarian endometriosis and in 128/254 (50,39%) it was associates to DE. Left side was involved in 40,63% of the cases, right side in 33,65% while the bilateral involvement of the ovaries was present in 36,72% of the cases. In the 126 patients with endometrioma (s) but without DE the involvement of both ovaries was only in 19,05%. This study indicates that left side lesions are more frequent than right ones. The observation that left lesions tended to be more severe than right-hand ones gives some support to the idea of a different anatomical distribution of endometriotic lesions. From an anatomical point of view, these findings support the transplantation therapy in the pathogenesis of endometriosis. The moderately high positive likelihood ratios reported in this study shows that in this cohort of women with endometriosis, the presence of endometrioma is a good indicator of deep infiltrating endometriosis in particular when both ovaries are involved. Patients with evidence of endometriomas should be carefully studied before surgery in order to be referred to centres that can offer the appropriate advice and treatment including the potential to manage the DE with a careful and complete laparoscopic excision of the lesions.
JP2_08
Laparoscopic ureterocystoneostomy in severe endometriosis G. Maricosu, M. Melis, G.B. Melis, S. Angioni Department of Gynaecology and Obstetrics, University of Cagliari, Italy
Endometriosis has been estimated to affect 4%-15% of all women with child-bearing potential. The pelvis is the most common location. Cases have also been reported with distant locations such as the lungs and gastrointestinal tract. Urinary tract involvement is uncommon, with a variable incidence reported. Deep infiltrating endometriosis may involve the ureters in some cases. Most of them have an extrinsic compression that can be solved with careful excision of the disease. The symptoms of ureteral compression are non-specific at clinical presentation and preoperative diagnosis is very important. A case of ureterectomy, ureterocystoneostomy and bladder fixation on ileopsoas muscle using the laparoscopic approach will be described. The patient presented chronic pelvic pain and signs of ureteral stenosis. Histological examination, confirmed active ureteral endometriosis, which was found to be intrinsic. No ureteral endometriosis relapses occurred within the follow-up. Ureteral endometriosis is marked by non-specific symptoms, making preoperative diagnosis sometime difficult. Therefore, an ultrasound or urographic examination of the urinary tract in case of pelvic endometriosis is mandatory. Laparoscopic terminal ureterectomy with ureterocystoneostomy has provided long-term favourable results. It is feasible and presents the well known advantages of the mini-invasive approach.
JP2_09
Psychological aspects of surgery for endometriosis I. Melis, I. Arena, G.B. Melis, S. Angioni Department of Gynaecology and Obstetrics, University of Cagliari, Italy
Endometriosis is a chronic disease that strongly impacts quality of life and general health in the patients particularly in reproductive age. Chronic pelvic pain, dysmenorrhoea and infertility are characteristics of the disease. Surgeries and the fear of recurrences keep the woman in an iper-watchful state on body sensations. Every small symptom causes fear and anxiety of endometriosis relapse. Benefits of surgery are strongly expected but at the same time the operation is a stressful event as it brings emotional feelings related in particular to fertility. Endometriosis may affect the entire life of the patients (job, socialization, sexuality) and may reveal through anxiety and depres-sive mood. Even in cases in which surgery is able to resolve the anatomical causes of dyspareunia it, sometimes, persists representing the cognitive schema of a long lasting mechanism the link intercourse to pain. Taking into count these aspects allows considering all the variables that could interfere on surgical results and on the coping with the disease. Our clinical experience on endometriosis patients suggests the need of a psychological support in every step of the medical intervention from diagnosis, to surgery, from the follow-up to the coping with important problems like infertility. The abstracts of all the resultant studies were read by two authors independently and studies that met the inclusion criteria were selected. The full articles were then obtained and further irrelevant or non RCT studies were excluded. The references of all selected studies were searched to ensure that any relevant studies had been not been overlooked. Where possible meta-analysis was performed using RevMan.
Results: Intracervical and paracervical injection of local anaesthetic reduce the pain of outpatient hysteroscopy. Transcervical and topical application of anaesthetic to the ectocervix do not. There is no significant reduction in the number of vasovagal episodes when local anaesthetic is used for the procedure. Conclusions: Clinically relevant conclusions can be drawn from the results indicating the best use of local anaesthetic for outpatient hysteroscopy.
JP3_02
Endometrial Diagnostic hysteroscopy is not widely used in the office setting due to the discomfort produced by the procedure, especially in nulliparous women. We performed a prospective, randomised trial designed to assess the roles of uterine distension medium (CO 2 or saline) and the technique (use of speculum and tenaculum or vaginoscopy) on patients discomfort. Fifty women attending the infertility clinic were randomly assigned to undergo conventional diagnostic hysteroscopy using CO2 (group A, n=25) or diagnostic hysteroscopy (group B, n=25) using saline and the vaginoscopic approach. All procedures were performed by the same surgeon using the same instrument. Patient discomfort was analysed throughout the visual analogue score (VAS) at the following steps: 1) vagina, 2) penetration inside the uterus, 3) observation of the cavity and 4) 15′ after the procedure. Group B patients showed significantly less pain in particular in steps 1,2 and 4 (p<0.01).
In conclusion vaginoscopic approach using saline as distension media is a mini invasive technique and should be proposed to our patients as the choice method to perform diagnostic hysteroscopy.
JP3_04
Office hysteroscopy in the IVF Center: our experience M. Ruggiero, G. Viana, N. Pluchino, P. Monteleone, V. Valentino, V. Cela, A.R. Genazzani Department of Reproductive Medicine and Child Development, Division of Obstetric and Gynaecology, University of Pisa, Itay
Aim: The role of office hysteroscopy in the management of infertility is still controversial. The aim of this study was to analyse the results obtained from diagnostic hysteroscopy performed routinely during the investigation of the infertile women, to evaluate the effectiveness of the procedure in the diagnosis of uterine causes of female infertility. Methods: We evaluate the hysteroscopic findings in 100 consecutive infertile female admitted at the IVF Center of the Department of Gynaecology and Obstetrics, University of Pisa, using a office hysteroscopy 2,9 mm with operative canal and bipolar electrode. Results: The hysteroscopy was abnormal in 53% of cases: endometrial polyps (11%), uterine fibroids (9%), endometritis (9%), uterine synechias (3%), substenosis cervical canal (13%), endometrial dysfunctions (4%), and uterine anatomical variants (4%). The operating hysteroscopy procedure was performed during the same procedure with "see and treat" techniques in 40% of patients and in a secondary procedure with monopolar or bipolar resettoscope in 60%. Conclusion: Our data suggest that hysteroscopy presents an important role in the management of female infertility, and in particular the office hysteroscopy offers the possibility of diagnosis as well as treatment in the same session. Consequently, in view of the low complication rates, minimal time requirement, and a significant effect on the diagnostic trial, hysteroscopy could be routinely performed on all infertile patients.
JP3_05
Risk Results: Seven women had undergone Novasure™ endometrial ablation followed immediately by Essure™ hysteroscopic sterilisation during the same appointment. All of the procedures were completed successfully and safely with no serious side effects or complications reported. For the seven successful procedures, the initial three patients underwent hysterosalpingogram (HSG) although only one could be successfully completed because of problems instrumenting the uterus. These two patients, along with the remaining four underwent ultrasound scan to confirm correct placement of the Essure™ inserts. Satisfactory placement of the Essure™ was confirmed in all cases except one patient in whom an HSG was indicated (a unilateral intrauterine trail length of 14 coils) but failed due to technical factors. She subsequently underwent a laparoscopic sterilisation at a later date. Six patients are relying on Essure™ for contraception (as one woman later underwent a hysterectomy for persistent vaginal discharge) and all have reported satisfaction and significant improvement in their menstrual symptoms (range 3 months to 3 years). One woman underwent the procedure very recently and has only had one period since; therefore she is unable to comment on her bleeding symptoms. The median number of days taken to resume normal daily activities after the procedures was 4 (range 1-7). Conclusions: Concomitant Novasure™ endometrial ablation followed by immediate placement of Essure™ hysteroscopic sterilisation in the outpatient setting appears to be safe, feasible and effective for the treatment of dysfunctional uterine bleeding and permanent birth control. An ultrasound scan is the test of choice to confirm satisfactory placement. Studies are needed to confirm these findings and to evaluate the optimal sequence of the procedures.
JP3_08
Learning curve and feasibility of hysteroscopic endometrial polypectomy in the office setting: Results of the initial sample of sixty patients N. Pluchino, V. Cela, A.R. measuring more than 3 cm were excluded from the analysis. Surgical time was measured and patient procedure compliance was assessed by means of a 10 cm visual analogue scale (VAS) after the end of the procedure. All procedure started without analgesia/anesthesia and patient require of pain-reducing treatment was assed for each hysteroscopy. To evaluate the effects of learning curve all patients were divided into three chronological groups of 20 patients each. Time procedure and patient compliance (VAS) resulted significantly improved with surgical experience. In particular, the rate of analgesia/ anesthesia requirement was significant reduced just after twenty surgeries, thus increasing the number of patient that completed endometrial polypectomy in the office setting with a good compliance. However, patient characteristics (mainly age) and polyp diameter are two independent factors affecting patient compliance Conclusion: Office hysteroscopic polypectomy is a feasible surgery with a relatively short learning curve to obtain well-tolerated procedures. However the selection of patients appears essential to increase compliance, at least for an initial sample of sixty patients.
JP3_09
Septate uterus and infertility: accuracy of the combination of diagnostic hysteroscopy and doppler sonography in diagnosing uterine anomalies S. Arena, S. Canonico, G. Results: After the intervention, the conception rate was 40%, becoming 28 patients pregnant. The abortion rate was 2.85%. The term pregnancy rate was 37.1%. Septate uterus reduces pregnancy and conception rate. Conclusion: According to our experience not all septate uteri should be treated but only those negative at Doppler sonography. Combining these two diagnostic steps we increased significantly our pregnancy rate, probably reducing useless metroplasty of vascularized tissue.
JP3_10
Hysteroscopic diagnosis of stromomyoma C. Coppola*-A. Di Spiezio Sardo*-M. Spinelli -B. Zizolfi, G. Mansueto** -C. Nappi* *Department of Gynaecology and Obstetrics, and Pathophysiology of Human Reproduction, University of Naples "Federico II", Naples, Italy **Department of Biomorphologic and Functional Sciences, Pathology Section, University of Naples "Federico II", Naples, Italy
Objective: Stromomyomas are rare uterine tumours with ultrastructural features of both endometrial stromal and smooth muscle cells. It is important that these tumours be diagnosed early, since they are likely to behave according to their stromal component, which may easily metastasise.
Materials and methods:
We report the case of a 56-year-old postmenopausal woman, referred to our Department for postmenopausal bleeding. Since trans-vaginal pelvic scan showed an unhomogeneous sub-mucosal lesion, the patient underwent office hysteroscopy with vaginoscopic approach, using a 4-mm continuousflow office hysteroscope. Two contiguous intra-cavitary lesions were detected: the first was cystic, hypervascularized, 1.0 cm-sized, in the fundal area; the second was solid, whitish, 1.5 cm sized, in the anterior wall of the fundal area, with polypoid aspect and hard consistency. Multiple targeted biopsies were performed by means of bipolar Twizzle electrode and 5Fr grasping forceps. Results: Histological examination revealed both endometrial stromal and smooth muscle tissues as specifically related to stromomyomas. The patient underwent total abdominal hysterectomy. Pathological findings confirmed the lesion to be extended throughout the thickness of miometrium. When hysteroscopic examination reveals a lesion with both cystic and solid features, multiple biopsies should be performed since this finding may be suggestive of a stromomyoma.
Conclusions:
The choice among conservative and radical treatment should be made in light of histological findings, symptoms and family planning needs of the patient. . We identified 20 articles: 10 were related to hysteroscopic sterilization; 1 was on metroplasty; 1 was on hysteroscopic embryo implantation; 8 were related to the office-based treatment of some uncommon gynaecological pathologies/conditions (i.e cases of hematometra, diagnosis and treatment of vaginal lesions, treatment of uterine cystic neo-formations, bleeding from cervical stump, diagnosis and treatment of endo-cervical ossification, removal of utero-vaginal packing).
Results: Most of the procedures were carried out safely and successfully in the office setting, with high patients' compliance. The success of the procedures has been confirmed by resolution of the symptomatology as well as by a follow-up instrumental examination. Conclusions: Currently, thanks to technological advancement and increased operator experience, more and more gynaecological pathologies/conditions, traditionally treated in the operating room, may be treated safely and effectively by O.O.H. This represents the "new frontiers of office operative hysteroscopy" which may further promote the spreading of such philosophy. Key words: bipolar electrode, mechanical instruments, miniaturized hysteroscopes, office operative hysteroscopy, see and treat hysteroscopy.
JP3_12
Anatomical impediments at Office Hysteroscopy: "Tip and Tricks" for getting over them! M. Sorrentino, A. Di Spiezio Sardo, M. Guida, M. Spinelli, D. Canzaniello, C. Nappi Pathophysiology of Human Reproduction, University of Naples "Federico II", Naples, Italy
Objective: The aim of our study was to describe "tips and tricks" for over-passing anatomical impediments (AI) at office hysteroscopy (OH).
Materials and methods:
We conduced a retrospective study on 3756 office procedures performed from 2003 to 2008, in 1007 patients diagnosed at OH as having a variety of cervical scarring on the external and/or the internal uterine ostium. Several "tip and tricks" were used to get-over such AI, including the avoiding of the speculum, the use of oval-profile hysteroscopes, the adhesiolysis with the tip of the hysteroscope, the use of mechanical instruments and the radial incision of the uterine ostium with 5Fr bipolar electrodes (BE). AI were over-passed in 92.2% of cases. The vaginoscopic approach, a liquid distension medium and oval-profile hysteroscopes with continuous-flow and operative sheaths were used in all cases.
Results: Cervical stenosis were overcome with mechanical adhesiolysis with the tip of hysteroscope and with grasping forceps in 88.8% and 7% of cases, respectively. BE and scissors were used in 2.3% and 1.9% of cases, respectively. Minimal and mild stenosis were overcome by gently pushing the tip of the hysteroscope or by stretching the fibrous tissue with grasping forceps with teeth. While, moderate and severe AI were over-passed using sharp scissors and BE, the latter mostly used when an access to the cervical canal could not be detected.
Conclusions: Recent technical advances, as well as the increased operator's experience, have made it possible to treat even severe AI at OH, reducing significantly the rate of failed procedures.
JP3_13
Conservative hysteroscopic treatment of atypical polypoid adenomyoma: our experience L.M. Sosa Fernandez, A. Di Spiezio Sardo, M. Scognamiglio, M. Guida, M. Spinelli, C. Nappi Department of Gynecology, Obstetrics and Pathophysiology of Human Reproduction, University of Naples "Federico II", Italy
We reported an innovative hysteroscopic technique for the conservative treatment of atypical polypoid adenomyoma (APA) in 2 young women: a 29-year-old patient (I) and a 35-year-old infertile patient (II), diagnosed with APA during office hysteroscopy (O.H.) performed for abnormal uterine bleeding and infertility, respectively. In both cases, we performed a conservative resectoscopic treatment using a 4-step-technique: removal of the APA (1), removal of endometrium adjacent to the APA (2), removal of myometrium underlying the APA (3) and multiple random endometrial biopsies (4). Each step was completed by a pathological analysis. An intrauterine device releasing levonorgestrel (Mirena) was inserted in patient I, as she had required for contraception. In both cases, conservative surgery was effective as histological examination of all specimens confirmed the APA to be confined to the endometrium, without any premalignant or malignant lesion. Trans-vaginal ultrasound and O.H. with targeted biopsies at 1 and 6 months after surgery were negative for malignancy. Patient I is currently under a 2-year-treatment with Mirena, while patient II achieved a pregnancy 9 months after surgery, after a IVF cycle. In both cases, follow-up biopsies performed every 6 months were negative for malignancy. Our technique, eventually associated with Mirena, under a close postoperative surveillance, may represent a good therapeutic option for those women with APA wishing to preserve their fertility.
JP3_14
Role of resectoscopic endometrial exeresis in the treatment of atypical endometrial hyperplasia E. Marra Objective: To assess the diagnostic accuracy of Resectoscopic Endometrial Exeresis (TCRE) in the cases of Atypical Endometrial Hyperplasia (AEH), and to study their potential in the management of patients at high surgical risk (ASA IV). The need of a diagnostic technique in the pre-operative phase, more accurate than ones currently available, results from the possibility of the AEH to progress to type 1 endometrial carcinoma in approximately 30% of cases, or to coexist with endometrial carcinoma in 25% cases already at the time of diagnosis. Materials and methods: Between 2003 and 2006, 60 patients aged between 46 and 68 years, with a diagnosis of AEH obtained by endometrial biopsy in course of "office" hysteroscopy, were undergone TCRE. The resection involved the entire surface of the uterine cavity with removal of the endometrium and the first 2-3 mm of underlying miometrium, except the isthmic endometrium.
Results: The histological examination confirmed the preoperative diagnosis of AEH in 54 cases (90%). In 5 patients (8.3%) microfoci of endometrioid adenocarcinoma in situ were found. In 1 case (1.7%) adenocarcinoma well differentiated micro-invasive was diagnosed. Therefore, in the last 6 cases total hysterectomy was performed, without, however, evidence of residual neoplastic endometrial tissue at histological examination. Of the remaining 54 patients, 44 (ASA I-III) have undergone hysterectomy, the histological examination did not show residual atypical hyperplastic endometrial tissue. The remaining 10 patients at high surgical risk (ASA IV) have been selected for a clinicalinstrumental follow-up ("office" hysteroscopy with biopsy after 3, 6, 12, 18 and 36 months; pelvic transvaginal ultrasound every six months) for 3 years, without spotting.
The uterine cavity were explorable in all cases. The presence of atypical hyperplastic changes in biopsies performed in course of "office" hysteroscopy was never detected. We had the drop out of a patient.
Conclusions: In our experience, the TCRE was proved as valid diagnostic method in case of AEH, showing the coexistence of microfoci of adenocarcinoma in 10% of cases. In near future, also a therapeutic role for the patients at high surgical risk, for whom the radical intervention would result a unfavorable risk-benefit, is desirable for this technique.
JP3_15
Patients selection for hysteroscopic metroplasty The intervention is proposed to any fertile age women who desires a pregnancy. In particular, it is suggested to patients with previous adverse obstetric history (repeated miscarriage, premature or preterm delivery), but it can be extended also to infertile patients, especially if they are candidates for medically assisted procreation (MAP) intervention, or with previous failures of MAP, or if they are "older", with active and not waiting conduct. Although the gold standard for diagnosis and treatment of uterine anomalies is represented by combined hysteroscopy and laparoscopy, in the last years it is possible to select patients for the intervention by the integration of the hysteroscopy with the three-dimensional transvaginal ultrasound (3D) for the study of uterine fundus. From the combined hysteroscopy and 3D ultrasound it is possible to obtain adequate information regarding the thickness, the external contour and the morphology of the uterine fundus, using the interostial line as reference line on coronal scan of the uterus. Thus, the laparoscopy can be reserved for cases in which you want to study tubal patency or to treat any concomitant adnexal diseases.
Results: The integration of hysteroscopy and 3D ultrasound allows us to produce a geometrical model, reproducible and, therefore, more objective than subjective laparoscopic assessment, based on the evaluation of the two parameters cited (endocavitary development of the septum and fundus thickness in reference to the inter-ostial line). Through this model we elaborated a new sub-classification of the uterine anomalies, commonly categorized as AFS V-VI classes, which defines precisely each uterine anomaly on the basis of the combination of the two variables. Conclusions: It is necessary to identify univocal criteria to make an appropriate surgical option. However, there are many patients and several uterine dysmorphisms, so the metroplasty must be adjusted on the basis of anatomical, clinical and anamnestical aspects. The ideal uterine morphology and the result of metroplasty will be different for each specific patient. In addition, there are several hysteroscopic surgeons and differences in terminology and classification regarding to müllerian malformations. It is therefore necessary to make the metroplasty a methodologically reproducible intervention for clinical purposes, safety, comparison and research.
Our proposed subclassification provides unambiguous criteria for presurgical evaluation, allowing us to customize and modular the intervention on the basis of the uterine morphology of each patient. Furthermore, this system allows a clinical comparison not only in the patients selection but also in the results analysis, and in the reproductive follow-up.
In conclusion, it should be noted that the metroplasty is not a cosmetic surgery but a functional surgery.
Case Report
JP4_01
Disseminated leiomyomatosis associated with adenomyosis and endometriosis after laparoscopic supracervical hysterectomy: a case report H. Krentel, J. Hucke Bethesda Hospital Wuppertal, Germany
Disseminated leiomyomatosis associated with adenomyosis and endometriosis after laparoscopic supracervical hysterectomy: a case report. Disseminated leiomyomas have so far rarely been reported after laparoscopic hysterectomy or myomectomy. We present the case of a 42-year-old women who had undergone laparoscopic supracervical hysterectomy because of hypermenorrhoe and uterine myomas. Seven month post-hysterectomy she presented with pelvic pain, cervical bleedings and various pelvic masses that were removed laparoscopically with conversion to laparotomy as a large mass reached from the supracervical region to the deep right retroperitoneal space. The histopathologic examination revealed a pelvic leiomyomatosis associated with adenomyosis and peritoneal endometriosis. Five months later performing preventively a laparoscopic bilateral oophorectomy we found disseminated peritoneal leiomyomas that were completely removed. In the next 14 months she had undergone several surgical resections due to disseminated leiomyomas and endometriosis including resection of a part of the right ureter. Interestingly the serum estradiol that presurgically remained in a premenopausal level (102,9 pg/ml) decreased five days after complete resection of the leiomyomas ( 8,1 pg/ml). Conclusion: High levels of female gonadal steroids are considered to play an important role in the pathogenesis of disseminated leiomyomatosis. The possibility that the tumor produces estrogen in situ in an autocrine or paracrine way should be of interest in further investigation considering a possible treatment with aromatase-inhibition. If the intraperitoneal dispersion of the uterine tissue by morcellation causes the disseminated leiomyomatosis it will be interesting to see if the incidence of this rare disease will increase with the very popular use of electric morcellation.
JP4_02
Migrated intrauterine device removal with laparoscopy in a pregnant woman B. Olartecoechea, M. Aubá, M. García Manero Clínica Universidad de Navarra, Spain
A 33 year old patient with an IUD placed at Douglas cul de sac, which was removed with laparoscopy. After the surgery, we realised she was pregnant. (video) Mrs. MLB is a 33 year old patient, with a previous pregnancy and eutocic delivery in our hospital. Then, she had an intrauterine device (IUD) put in another institution, as birth control. Three months after its placement, she felt some hipogastric discomfort, and she was diagnosed of IUD migration to Douglas cul de sac. We offered her the IUD removal with laparoscopy. According to the patient's agenda, we fixed the surgery: it would be on a 26th day of the patient's cycle. Three days before the surgery (day 23rd) we made a pregnancy test in urine, which was negative. We made an exploratory laparoscopy, saw a normal abdominal cavity, and found the IUD placed at Douglas cul de sac, under the peritoneal sheet. To help the surgery, we placed a uterine movilizer. Carefully, we opened the peritoneum, took the IUD, and removed it through one of the ports. She was given of discharge the following day. Six weeks after the surgery, she came for the first control, referring genital bleeding and dismenorrea like pain. The pelvic ultrasound discovered an 11-weeks intrauterine pregnancy: when the patient was operated, she was on the 26th day of her cycle, so the embryo was in the process of endometrial implantation. Despite the pneumoperitoneum and the uterine movilizing, the embryo was able to survive! Thus the pregnancy started with the diagnosis of a threatened miscarriage, all the further controls were normal (every 4 weeks). Unfortunately, during the 30th gestational week, the patient felt no fetal movements; the cardiac activity was negative. The necropsy showed no macro nor microscopic alteration that could explain the intrauterine death. Objective: To evaluate the implementation and maintenance of laparoscopic skills after a structured mentortraineeship in Laparoscopic Hysterectomy (LH) in a teaching hospital. Design and setting: Cohort retrospective analysis of successive LHs performed by two gynaecologists during and after mentor-traineeship (Canadian Task Force classification II-2). Sample: One hundred and four women underwent LH. This included 47 LHs during mentor-traineeship and 57 LHs performed independently after accomplishing the traineeship. As a frame of reference, 94 LHs performed by the mentor were analyzed. Methods: LHs were compared for indication, patient characteristics as well as intraoperative characteristics via chart-analysis. Main outcome measures: Blood loss, operating time and adverse outcomes. Results: With regard to indication, blood loss and adverse outcomes both trainees performed LHs during their mentor-traineeship comparable with the LHs as performed by the mentor. The difference in mean operating time between trainees and mentor was not clinically significant. Both trainees progressed along a learning curve, while operating time remained statistically constant and comparable to that of the mentor (figure 1). After accomplishing the mentor-traineeship both gynaecologists maintain their acquired skills as blood loss, adverse outcome rates and operating time are comparable with the results during their traineeship.
Conclusion: A mentor-traineeship is an effective and durable tool in order to implement a new advanced minimally invasive surgical procedure in a teaching hospital with respect to patient safety aspects; since indications, operating time and adverse outcome rates are comparable to those of the mentor in his own hospital during and after completing the mentor-traineeship.
JP5_02
Unexpected side effects of implementation of advanced MIS: is the vaginal hysterectomy at risk to become a curiosity? ARH Twijnstra, MD and Professor FW Jansen, MD, PhD Department of Gynaecology, Leiden University Medical Center, The Netherlands
Objective: The aim of this study is to inventorise the implementation rate of gynaecological laparoscopic procedures in the Netherlands and to clarify possible shifting in approach from conventional to laparoscopic surgery.
Design and setting: Multicenter retrospective study via national mail based survey. Methods: Every hospital in the Netherlands was requested to complete an electronic mail based questionnaire regarding the number of laparoscopic procedures performed in 2007, subdivided for each specific procedure according to the guidelines of the RCOG. Besides, numbers of performed procedures by conventional approach were collected as well. Data were compared with outcomes of previous published surveys (1994 and 2002) . Results: Seventy-one out of hundred hospitals (71%) managed to provide a complete overview of numbers of performed procedures. A total number of 14.922 laparoscopic procedures and 9.715 conventional procedures were analyzed. Compared to 2002 level 1 procedures (e.g. diagnostic laparoscopy, sterilization) were performed significantly less (P=0.0001) whereas level 2 and level 3 procedures were performed significantly more (P=0.0013 and 0.0001 respectively). Nationwide cystectomies, oophorectomies as well as ectopic pregnancies were performed significantly more often by laparoscopic approach and are nowadays practiced in 82%, 61% and 91% respectively. A significant increase in laparoscopic hysterectomies (LH, from 4% up to 10%) and a decrease in vaginal hysterectomies (VH, from 44% down to 36%) was found. A fifth of the hospitals where LH is implemented perform 50% of the total LH load (high volume hospitals, annual >30 LH's), while the other half perform a fifth of annual LH's (low volume hospitals, annual 1-10 LH's). Conclusion: A steady implementation of advanced gynaecological laparoscopic surgery is observed (+25%). Leaving aside the slightly hampered implementation of LH, the laparoscopic approach to surgical gynaecology is increasingly opted for. However, concerns are expressed about two developments in the field of LH. Firstly, implementation of LH seems to be at the expense of the number of performed VH's, while a decline in abdominal hysterectomies (AH) would be expected. Possibly due to the learning curve during the implementation phase surgeons repeatedly perform LH's on patients actually applicable for VH. Secondly, implementation of LH seems to be diffuse, whereas the majority of hospitals only perform a few LH's on a yearly basis, while a few hospitals perform the bulk of LH's. We should be alerted that these two developments don't contribute to patient safety. Future certification and accreditation for level 3 procedures will possibly protect us from the aforementioned side effects and will conduct implementation into safer waters.
activin A had a sensitivity of 81.2% (C.I.: 69.1%-90.9%) and a specificity of 90.91% (C.I.: 80.0%-96.9%) for adenocarcinoma. Endometrial measurement and at the cut-off of 12 mm showed a sensitivity of 54.55% (CI: 40.6%-68.0%) and specificity of 92.73% (C.I.: 82.4%-97.9%) as marker for endometrial cancer. The combination of both tests and the evaluation of both cut-offs (activin A >0.346 ng/mL + endometrial thickness >12 mm) increased the specificity (100%) and sensitivity (100%) of measurements for endometrial cancer detection before hysteroscopy. Conclusions: Activin A secretion is increased in endometrial adenocarcinoma and, its measurement may have a role as a potential marker in the diagnostic screening of early endometrial cancer in women with post-menopausal AUB.
JP6_03
Laparoscopic restaging of ovarian borderline tumours G Benassi, A Loddo, B Andrei Programma Chirurgia Ginecologica, Mininvasiva e Oncologica. Azienda Ospedaliero-Universitaria di Parma, Italy
Borderline ovarian tumours with low malignant potential account for 10% to 20% of all ovarian epithelial tumors and are diagnosed mainly in young women. Borderline tumors are very difficult to diagnose by physical examination or imaging studies and often are discovered during intraoperative or definitive histology. Despite the accuracy of intraoperative histology for identifying benign and malignant ovarian tumors, only 60-70% of borderline ovarian tumors are diagnosed correctly during surgery, meaning that initial staging often is incomplete. Guidelines for the surgical management of borderline ovarian tumors are similar to those for ovarian cancer and include peritoneal washing, hysterectomy with bilateral salpingo-oophorectomy, omentectomy, and multiple peritoneal biopsies. Appendectomy also is recommended for women with mucinous borderline ovarian tumors. However, findings have shown fertility-sparing surgery to be feasible and safe for young women. The 5-year survival rate for women with stage I borderline tumors is 95% to 97%, compared with only 65% to 87% for women with stages II and III borderline tumors. The initial stage is the most important prognostic factor and, for this reason, surgical restaging may be justified. The relevance of restaging operations for borderline tumors and the indications for such restaging are controversial. One of the more important issues of restaging ovarian borderline tumours is detection of possible peritoneal implants. It has been reported that invasive implants are associated with 66% of survival rate compared with 95% of patients with non-invasive implants. We think that the results of restaging borderline ovarian tumours by laparoscopy are comparable to laparotomy restaging.
JP6_04
Laparoscopic Management of left external iliac vein injury during pelvic lymphadenectomy for endometrial cancer S. Tzitzimikas, A. Papanikolaou, K. Kotronis, P. Petrakis, A. Karavida, T. Agorastos, B. Tarlatzis. First Department of Ob/Gyn, Aristotle University of Thessaloniki, Papageorgiou Hospital, Greece.
Introduction: Venous bleeding during pelvic surgery can be the most harrowing experience and is often difficult to control. This video presentation demonstrates the successful laparoscopic management of external iliac vein injury during pelvic lymphadenectomy with the use of titanium hemostatic clips. Case: The patient described is a 72 years old woman with endometrial G3 adenocarcinoma, undergoing laparoscopic surgical staging and treatment. During dissection and removal of the proximal left external iliac vein lymph node group and while the external iliac artery is displaced medially using the passive part of the tip of the Ultracision, the tip of the active part of the instrument comes inadvertedly in contact with the underlying wall of the external iliac vein. Following activation of the energy source generator, venous bleeding is noted in the surgical field. An attempt to control the bleeding is carried out by blindly grasping and applying pressure on the vessel, while continuous suction enables visualization of the source of the bleeding. Under direct vision two endoscopic hemostatic clips are placed at both ends of the site of the injury, while preserving sufficient venal lumen and achieving complete hemostasis. The time elapsed from the recognition of the injury until the control of the bleeding was 3.02 min. The estimated blood loss was 300 cc, the hospital stay was 3 days and no postoperative complications were noted. Conclusions: Major vascular injuries related with the procedure can be successfully managed laparoscopically, avoiding the usually indicated laparotomy. Hemostatic clips is an effective way of repairing major veins injury and the endoscopic applier of clips should be readily available on the surgical table. Objective: Pelvic lymphadenectomy (PL) is a widely accepted surgical procedure for treatment of cervical cancer or endometrial cancer. However, it is associated with morbidities such as lo lymphocysts or lymphedema. Occasionally lymphocysts cause severe complications such as bacterial infection or stenosis of the urinary tract. The reported incidence of clinically detected lymphoceles in PL ranges from 1 to 49%. Numerous techniques to prevent lymphadenectomy related complications such as the omental J-flap, closedsuction drainage, leaving the retroperitoneum or vaginal vault open, and administration of anticoagulants have been studied. This prospectively pilot study evaluated the effect of clip's use on the prevention of lymphoceles after laparoscopic PL in patients with gynaecologic malignancies. Methods: During the laparoscopic PL we performed the eradication of lymph-node packets with the use of Endo-clips (Ethicon) directly applied on the lymphatic vessels origin in one side, and in the other side the procedure of lymphadenectomy were performed with the use of bipolar dissector for the coagulation and dissection of lymphatic vessels, so that in each patient both groups were present, alternatively. The intention of clip's use was to occlude small lymphatic vessels and preventing a lymphatic weeping. Serial ultrasound (US) assessment at 4 weeks and 8 weeks after surgery were performed in order to detect the incidence of lymphocysts.
